cornea. We therefore covered the cornea with buccal mucous membrane in the first instance, and two months later inserted the implant between cornea and mucous membrane. We, recognized that cartilage was not satisfactory and that in a number of cases it became necrotic. Dr Morgan will be dealing with the problem (see p 317).
Those patients who did see had extremely good visual acuity. Some in fact saw 6/6 and N5, but this was only part of the story. They all had restricted visual fields and wisely held on to their white sticks.
The long-term results are disappointing: 3 prostheses have remained in position for four years, 6 for 2-3 years and 8 for one year; 7 (20%) fell out in 3-6 months and 4 fell out in the first post-operative month. Immediate failure occurred when nail was used and in patients with pemphigus.
When the prosthesis remains in position the most common causes of failure are retroprosthetic membranes (which can be needled), preexisting glaucoma and infection.
In summary, we have confined our attention almost exclusively to using a frame of autogenous skeletal tissue for the acrylic cylinder. mann 1946 mann , Cutler 1947 in some of which the anterior surface of the implant is left exposed for direct contact with the painted shell, but a high proportion of these exposed implants were extruded or had to be removed, usually due to persistent chronic infection in the socket. Choyce (1952) reported that over 50% of such implants had come out within three years of insertion and the popularity of unburied orbital implants has waned. Other modifications to completely buried implants include the Allen and Castroviejo acrylic implants, which are lighter and better tolerated than glass, and the magnetic implants of Roper-Hall (1956) and Troutman (1950) . At Moorfields Eye Hospital the implants commonly used are of the completed type; they are the acrylic ball and the Castroviejo implant. I had the impression that movement of the prostheses was not appreciably better in those cases where an implant had been placed in the orbit when compared with those in which there was no implant, and in order to determine whether this was in fact so, I measured the movement of the prosthesis in 131 patients who have had one eye enucleated. In all these cases enucleation was carried out at least three years prior to examination.
Initially, 59 of the 131 patients had an orbital implant, but 9 implants (7 Castroviejo, 2 acrylic balls) were later removed. At the time of examination, therefore, there were 81 patients with no implant, 27 with an acrylic ball implant and 23 with a Castroviejo implant.
The movements were measured by means of a Lister perimeter and by estimating the amount of movement in degrees, using a torch and the method of 'corneal' reflections, as the patient looked in extreme gaze up, down, medially and laterally. The results are shown in Tables 1 and 2. Orbital implants are used after enucleation in order to get a better cosmetic result when the patient finally wears a prosthesis. Fox (1963) states that the advantages of implants are that they fill out the socket and reduce enophthalmos, aid movement, prevent pseudoptosis of the upper lid and prevent secondary retraction of the socket.
In this series there is no significant difference in movement of the prosthesis whether or not an implant has been used. Although initially better movement may be obtained with the use of an implant, after three years this advantage is no longer evident. There is no difference in movement between an acrylic ball implant and a Castroviejo implant. It would seem that a satisfactory cosmetic result can nearly always be achieved after enucleation of the globe if the patient is concerned about his appearance and goes to a skilled artificial eye fitter.
Dr V Myska and Mr M J Roper-Hall (Birmingham & MidlandEye Hospital, Birmingham 3)
Late Follow-up of Acrylic Magnetic Orbital Implants Recent developments in medical and surgical treatment of eye diseases have considerably reduced the need for enucleation. Intraocular tumours have been treated by local removal, more refined irradiation methods and cytotoxic drugs. Ocular injury is being treated by safer surgical methods and steroids, if given early enough in effective dosage, can control sympathetic ophthalmitis so that it is less often necessary to enucleate a dangerous eye. The blind, painful eye may be relieved by methods other than removal; some unsightly blind eyes can be hidden by a cosmetic contact shell.
It is probably agreed by most ophthalmologists that the cosmetic advantages of mobility of an artificial eye justify the use of an implant to which the ocular muscle can exert movement transmitted to the artificial eye.
There have been many different types of implants made of different materials. The shortterm results with partly exposed orbital implants are strikingly good. Some claims have been made of above normal movements post-operatively, but most of these implants are extruded within months. Little has been written about the longterm retention of any type. Roper-Hall (1954) published a report on a group of patients who received, after enucleation, buried acrylic Allen's orbital implants: 41 patients were examined orthoptically and the results compared with patients with plastic ball implants, and with cases of simple enucleation which had been examined in the same way. Further studies were carried out in 1956 when experiences with magnetic implants were given (Roper-Hall 1956, unpublished data) .
Early in 1968 a random group of 57 out of 100 patients who had received acrylic orbital magnetic implants between 1958 and 1964 at the Birmingham and Midland Eye Hospital was examined.
The main aim of this review was to evaluate the effectiveness of the magnetic implant when used in conjunction with the magnetic prosthesis. A study was also made of the reduction in movements a number of years after the patients had received the Roper-Hall magnetic implant (4-10 years). Further, we tried to ascertain whether the age of the patient has any effect on the movements of the prosthesis. Attention was given to the incidence and severity of socket discharge and the relationship between bacterial flora found in the socket and the degree of discharge was considered. Finally, the possibility ofextrusion after a long period oftime could be evaluated.
Two groups of patients were studied. The first (M-N group) consisted of 20 patients who had magnetic implants and used non-magnetic artificial eyes, and in the second (M-M group) there were 36 patients who had magnetic Roper-Hall implants and used magnetic artificial eyes. These 56 patients have been examined in the Orthoptic Department of the Birmingham and Midland Eye Hospital and the results are compared with those given in the report of 1954 (Table 1) .
The range of artificial eye movements produced by Allen implants compared with those achieved by plastic ball implants or simple excision was greater in the horizontal direction only. However, in the present study it has been shown that there is a significant increase in both horizontal and vertical planes.
The effectiveness of the magnets was shown by comparing the M-N and M-M groups where 
